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Giant cell arteritis usually presents as a systemic vas-
culitis in aged subjects and occurs mainly in cranial
arteries, especially the temporal artery. For this rea-
son, giant cell arteritis is sometimes called temporal
arteritis. It is also known as granulomatous arteritis—
a reference to a particular type of inflammation. Giant
cell arteritis frequently causes headache, jaw pain
and blurred or double vision, but the most serious
potential complications are blindness and, less often,
stroke.
CASE PRESENTATION
A 51-year-old woman complained of atypical chest
pain, progressive dyspnea in the past 3 years, bilat-
eral lower leg edema and intolerance of daily activity.
Her symptoms were improved by diuretics usage.
The biochemical data were unremarkable. Electro-
cardiography revealed an old anteroseptal myocar-
dial infarction and complete right bundle branch block.
Radionuclide angiography disclosed dilated left 
ventricle with global hypokinesia. The ejection frac-
tion of left and right ventricles was 11% and 23%,
respectively. Coronary angiography showed that the
coronary arteries and all their branches were patent,
and dilated cardiomyopathy was impressed. Also, a
temporary pacemaker was inserted for bradycardia
due to complete atrioventricular (AV) block. She was
put on a waiting list for heart transplantation owing
to her repeated episodes of congestive heart failure.
Aggressive diuresis and inotropic support were main-
tained before heart transplantation. She underwent
orthotopic heart transplantation in December 2003. The
native heart weighed 310 g. Grossly, bilateral ventri-
cular dilatation with mild hypertrophy of the right
ventricular wall (left, 1.0cm; right, 0.4cm) was discern-
ible. A characteristic well-demarcated infarct area was
present in the interventricular septal area. Microscop-
ically, granulomatous vasculitis with multinucleated
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giant cell formation was found in the septal branch of
the coronary artery (Figure) as well as the adjacent
myocardium, mimicking the microscopic appearance
of giant cell myocarditis. Acid-fast stain for this vas-
culitis was negative. Only mild atherosclerotic change
was observed in the coronary artery branches (10% 
in left anterior descending and 5–10% in right coro-
nary artery). The myocardium elsewhere showed no
evidence of myocardial infarction. So the final patho-
logic diagnosis was giant cell arteritis (with segmental
involvement of the septal branch of the coronary
artery) rather than dilated cardiomyopathy. Immu-
nosuppressive drug, cyclosporine, was given to 
control rejection in the post-transplantation stage.
Almost no cellular rejection was found in serial post-
transplantation endomyocardial biopsies. Also, no such
inflammatory change occurred in vessels elsewhere
especially in the head and neck area. The patient’s
post-transplantation recovery was uneventful, even
up to today.
DISCUSSION
Giant cell arteritis is a systemic vasculitis of aged
subjects that occurs mainly in the cranial arteries
(especially the temporal artery) [1] and occasionally
in visceral and peripheral arteries [2]. Cases of giant
cell arteritis in isolated coronary arteries, resulting in
myocardial infarction, are unusual and have been
infrequently reported in the literature (Table) [3–5].
In most of these reports, the definite diagnosis
was based on postmortem examination or on atherec-
tomy specimen evaluation [3–5]. In our case, the
histopathologic diagnosis was based on evaluation 
of the native heart after heart transplantation. This is
the first such case mentioned in the heart transplant
literature in which native heart evaluation was used
to confirm this diagnosis.
The differential diagnoses include infectious ar-
teritis and immune-mediated vasculitis. Absence of 
evidence of viral, syphilitic, tuberculosis or fungal in-
fection after routine and special histopathologic exami-
nation excluded the former possibility, while absence
of autoimmune antibodies, such as antinuclear anti-
body, rheumatic factor or antineutrophil cytoplasmic
antibody excluded the latter possibility. The differential
diagnoses also include Takayasu’s arteritis and giant
cell arteritis. Takayasu’s arteritis was excluded because
it occurs mainly in young women and may affect the
aorta and its main branches [6]. Therefore, the diagno-
sis of giant cell arteritis was favored in this case.
Coronary angiography and pathologic examina-
tion confirmed that the main coronary arteries were not
occluded. The vasculitis was present predominantly
in the intramural branches of the coronary artery. 
The result of myocardial fibrosis (recent and remote)
is marked and well defined in the territory of the
supplying coronary artery. Vasculitis of small or
Table. Summary of reported cases of isolated coronary involvement of giant cell arteritis
Study
Patient age Clinical Histologic Status of main 
Outcome(yr)/gender impression examination coronary arteries
Saito et al [3] 27/M Myocardial Coronary Total occlusion Recovery 
infarction atherectomized tissue of LAD
Cohle et al [4] 19/F Sudden cardiac Autopsy Thrombosis of the left Fatal
death main coronary artery
Kumar et al [5] 74/F Marked LV Autopsy Fatal
dysfunction
LAD = left anterior descending artery; LV = left ventricle.
Figure. The septal branch of the coronary artery shows granulo-
matous vasculitis with multinucleated giant cell formation
(hematoxylin and eosin, 40×).
medium-sized vessels has been associated with coro-
nary vasospasm and arrhythmias [7] leading to myocar-
dial infarction and congestive heart failure. In this case,
renal and pulmonary functions were within normal
limits. Dilated cardiomyopathy probably partially
resulted from complete AV block. The relation between
complete AV block and giant cell arteritis was not
known. In this case, thallium scan was not performed.
The patient received heart transplantation to treat
New York Heart Association class IV symptoms. The
patient’s postoperative course was uneventful during
a 2-year follow-up period. No headache, anorexia or
recurrent symptoms were seen. The prognosis differs
from that in cases of temporal arteritis with coronary
artery involvement. Giant cell arteritis confined to the
coronary artery is almost always fatal [5,8]. Because
experience on the effect of heart transplantation is
limited, further investigation and long-term follow-up
of this kind of patient, treated with heart transplanta-
tion, are necessary. This case suggests that coronary
artery giant cell arteritis should be added to the list 
of differential diagnoses for patients suspected of
myocardial infarction due to coronary artery disease
or dilated cardiomyopathy.
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